Objectives: Civic participation, that which directly influences important decisions in our personal lives, is considered necessary for developing a society. We hypothesized that civic participation might be related to self-rated health status.
INTRODUCTION
Civic participation, when people directly influence the outcomes of important decisions in their own lives, is believed to make a happier and more desirable society [1] . Even though civic pISSN 1975-8375 eISSN participation is pursued in democratic society, it is reasonable to think that more participation may improve the quality of decision-making, reduce social conflict, and reduce expenses related with participation. Previous studies, which explored the relationship between democratic institutions and health, considered civic participation an underlying mechanism for the achievement of a good health status within a country. Several explanations have been used to describe the lengthy path between democratic institutions and health. For example, having a greater political voice that influences a politician's responsiveness to the citizen's needs and concerns eventually results in the state allocating more resources in favor of these public policies [2] [3] [4] .
In this paper, we aimed to examine the effect of civic participation on health. We joined any political participation (en-Civic Participation and Health gagement in various political activities) and social participation (participation in various social activities) into the category of civic participation. In addition, we categorized voting as conventional political participation. Other various forms of political participation were defined as non-conventional political participation.
Previous studies, which examined the relationship between civic participation and health, generally did not treat participation as a salient concept. Instead, they focused on the concept of social capital. Robert Putnam defined social capital as features of a social organization such as trust, norms, and networks that can improve the efficiency of a society by facilitating coordinated actions [5] ; many studies measured civic participation as a central feature of social capital. Poortinga [6] used data from 22 countries that participated in the European Social Survey and found that civic participation was strongly associated with self-rated health (SRH). People with higher levels of civic participation were more likely to report good or very good health than people with a lower level of civic participation were. Similarly, another study using data from the World Value Survey (WVS) showed a strong association of social participation with SRH [7] . However, the effects of social capital and social participation were only significant at the individual level, whereas the contextual level of the effect was conflicting.
Another restriction of previous studies that have attempted to measure participation was that they tended to focus on certain types of participation in people's social life. Research focusing on participation within the stream of social capital has conventionally focused on people's engagement in social life, such as their voluntary associations, neglecting their engagement in the political domain [8] [9] [10] . In response to these limitations, Szreter and Woolcock [11] called for more attention to political participation that joined the concept of social capital and was defined as norms of respect and a network of trusting relationships between people who interact across explicit, formal, or institutionalized power or authority gradients in society. This concept emphasizes the importance of state-society relations. After the idea of linking social capital as a determinant of health was introduced, political participation such as engaging in local elections was measured to explore the level of social capital linkage and its effect on health [11, 12] . A longitudinal study in England revealed that political participation and political efficacy in the community were associated with SRH at a neighborhood level [13] , while Lofors and Sundquist [14] found a strong negative association between social capital linkage and hospitalizations due to depression and/or psychosis. Moreover, Sundquist et al. [15] conducted a cohort study on 2.8 million people in Sweden and found that voting in the local governmental election was associated with coronary heart diseases after adjusting for various individual-level factors, with statistically significant effects at both the individual and neighborhood levels. Studies which investigated effect of political capacity on health according to welfare regime also have revealed social capital and working-class power in social democratic countries has significant positive influence even compared among wealthy democratic countries [16, 17] .
We aimed to investigate the effect of civic participation on SRH. Civic participation was the main independent variable because it combines the social and political dimensions. Moreover, we aimed to include non-conventional political participation as another main independent variable because nonconventional political participation has been rarely explored and might be reflective of active civic engagement and any difficulties being encountered when having to make important decisions about personal lives and/or surroundings. In addition, we aimed to examine the role of political participation as a collective resource for health. We utilized data from 44 countries that participated in the WVS, adopting multi-level analyses to examine both the compositional and contextual effects of civic participation.
METHODS

Data and Variables
The WVS was a major source of data for retrieving the level of social and political participation for each individual and country. These data consist of cross-national survey results from at least 1000 people from each country, collecting each participant's values, beliefs, and attitudes during each era since its first survey was conducted in 1981. To examine the effect of civic participation, these datasets were a valuable resource because they included data on many forms of civic participation, especially data on non-conventional political participation that were added in the fifth wave (2005) (2006) (2007) (2008) . In addition, the WVS was used by several previous studies that investigated the relationship between subjective health status and other relevant variables such as social capital, trust, and participation [7, 18, 19] .
The most recently released data from wave 5 (2005-2008) [20] were used in our analysis, and we excluded any countries missing data for any major variables. [21] , and total and public health expenditures were adapted from the World Health Organization Global Health Expenditures database [22] . Moreover, the democracy index was adopted from the "Freedom in the world" report published by Freedom House, which measures political rights and civic liberties according to 25 indicators [23] .
Dependent Variable
The outcome variable was SRH. SRH was assessed by a question in the WVS that asked participants to describe their state of health as excellent, very good, good, fair, poor, or unsure. SRH has been commonly used in studies as a subjective measure of health and has been validated as a reliable surrogate for general health status [24, 25] . We stratified SRH into a binary variable as either good or poor.
Independent Variables
Two major dimensions of civic participation, political participation and social participation, were included as major independent variables. Political participation included two dimensions: conventional and non-conventional participation. Conventional participation was measured as a binary variable by asking whether the respondent had voted on the last parliamentary election. Non-conventional participation measured the participant's involvement in various political activities such as signing a petition, joining a boycott, or attending a lawful, peaceful demonstration. The possible answers to each question were "would never do, might do, and have done" and were scored as zero, one, or two, respectively. We added up the three scores for the overall score, and then rescored each individual score from one to three, with one as the lowest political participation and three as the highest.
Social participation, was measured according to eight categories of organizations with voluntary participation (church/ charity groups; sports/recreational groups; art, music, or educational groups; labor unions; political organizations; environmental organizations; and professional associations). Participants were asked to answer whether or not they are a member, an inactive member, or an active member for each of the eight categories above. We summed the scores for all eight questions, and then rescored each participant's score from one to three, with one as low participation in social activities, two as average participation, and three as high participation. This method of categorizing participation into low, middle, and high participation was also applied in previous studies that have investigated social participation using the WVS data [7] .
To explore the effect of civic participation at both the individual and contextual level, we formulated country-level civic participation variables by aggregating all of the participation variables, using the mean value for each country as the aggregated variable.
Controlled Variables
Individual level variables that are known to be determinants of health such as age, sex, marital status, education, and income were controlled for in the statistical models. At the country level, several variables that we considered to be related to health were included in the model. First, the economic wealth of each country was included in our analysis because it is considered a major determinant of the health status of most countries [26] [27] [28] . The GNIpc for all of the included countries was divided by 1000 to standardize this value for comparisons. Second, health spending defined as the percentage of the total gross domestic product spent on health expenditures was also added in the models because it is considered a significant explanatory variable for health outcomes in previous studies [29, 30] . Although the relationship between health care expenditures and health outcomes is conflicting according to how health outcomes are defined, we decided to include health care expenditure in the models because we thought it might Civic Participation and Health be a mediating variable between civic participation and health. Third, the democracy index and share of public health expenditure were added as mediators in the final model. These two variables were considered covariates that bridge civic participation with health status. One previous study has shown that a more democratic country tends to have a lower maternal mortality, lower mortality for those younger than five years, and higher life expectancy than less democratic countries do, after controlling for other factors such as economic status, history of colonization, and educational status [2] . The degree of political freedom within a country, as measured by the democracy index, has also proven to be a significant factor. Franco et al. [31] used the freedom index to measure the level of democracy within a country and found that the freedom index was significantly associated with life expectancy, infant mortality, and maternal mortality in a cross-national regression study of more than 150 countries. The effect of public spending on health is also evident. Mackintosh and Koivusalo [32] found a statistically significant association between public spending on health and health-adjusted life expectancy, whereas Houweling et al. [33] showed that countries with a higher public spending on health had lower inequities between their mortality rates among those younger than five years and the country's economic status, which can result in other improvements to a country's health status.
Statistical Methods
Pearson correlations and multi-level logistic regression analyses using a hierarchical generalized linear model were used to explore the effects of civic participation. By using multi-level modeling, we were able to distinguish between compositional effects due to individual variables (level one) and the contextual effects due to country variables (level two) on health.
Five models were used for our analysis. Model 1 was an intercept-only model to calculate the intra-class correlation coefficient and to confirm the appropriateness of the multi-level analysis, which indicates whether homogeneity exists between countries. Model 2 was a compositional effect model that included individual variables only. Model 3 included model 2 and country-level civic participation variables were added, but contextual covariates were not included. Model 4 contained all of model 3, the contextual variables of economic status, and the percentage of total health expenditure for each country. The final model, model 5, included model 4, the democracy index, and the percentage of public health expendi- 1 Level of education was measured by using 1-9 scale. Here we reorganized the variable into 3 categories. Lowest group indicate education level lower than primary school, high for those attaining higher than completing secondary/university preparing level, and middle for those between. 2 Income level was measured by using self-rated income level in 1-10 scale.
Here we merged the variable into 4 ordinal scale using original scale 1-3 into 1, 4-6 into 2, 7-8 into 3, and 9-10 into 4. ***p<0.001.
tures. Moreover, a subgroup analysis investigating the relationship of civic participation with variables representing po-litical and economic settings was constructed for the 18 Organization for Economic Cooperation and Development (OECD) countries included in our analysis.
RESULTS
Individual level characteristics of the total sample of 50 859 participants are shown in Table 1 . According to the univariate analysis, those with a poor SRH tended to be female, older, less educated, and have less income than those with a good SRH did. In addition, those who participated in social organizations and were politically active tended to have better SRH; however, those who reported to have voted in the last election tended to have worse SRH in the model not controlled for the individual variables.
The correlation coefficient between each contextual variable is shown in Table 2 . Political activity, social participation, GNIpc, and total health expenditure were negatively correlated with fair to poor SRH. It should be noted that a high correlation coefficient of the freedom index is reversed in scale, meaning that the higher the index the more restricted the freedom of the state. Table 3 gives the results of the multi-level analysis of the 44 countries from the WVS. According to model 1, the intra-class correlation coefficient was 35.44%. Model 2, which analyzed the effect of individual variables after considering the intraclass correlation, found that individuals who voted and participated in social organizations tended to report better SRH, and those who were politically active reported poorer SRH.
The contextual variables were included in the analysis in model 3. Countries with high political activity and social participation tended to have better SRH. Model 4 included two additional country-level variables, and only the GNIpc was a significant factor. In addition, controlling for contextual confounders attenuated the effect of political activity, whereas social participation became more robust.
In model 5, which included the country-level covariates democracy index and the percentage of public health expenditures, only the democracy index was a significant factor. The more democratic the country (the more freedom the country has, the smaller the index of democracy, which is applied by the Freedom House democracy index) the better the SRH.
The fitness of the model was checked using the log-likelihood ratio. The log-likelihood ratio increased with the addition of more variables. For example, the ratio greatly increased from the transition between model 4 to 5, and this transition was greater than that between models 3 to 4. This difference suggests that the democracy index and percentage of public health expenditure were relevant variables in explaining differences in SRH.
Because the effect and influence of political and social participation may differ by country, especially considering the various economic and political statuses of these countries, a subset analysis of the 18 OECD countries included in our analysis was done (Table 4) .
Individual level variables demonstrated a similar pattern to the aforementioned results, but being divorced or widowed was no longer negatively associated with SRH among the OECD countries. For the sociopolitical participation variables, those who voted or participated in voluntary social associations tended to have better SRH, and these variables were negatively associated with political activity and were no lon- For political activity and social participation, a higher score indicates a higher participation. 2 The total health expenditure (%) and public health expenditure (%) represents the percentage of spending on the gross national income. 3 For the freedom index, a higher score indicates a lower degree of freedom. ***p<0.0001.
ger associated with SRH. The contextual level variables had some distinguishing features in the subset analysis. According to model 3, countries with high social participation and political activity reported good SRH. However, when we added the GNIpc and total health expenditure to the analysis, civic participation lost its effect. Among the OECD countries, the GNIpc and total health expenditure were not significantly associated with the subjective health of the state.
In the final model, model 5, the democracy index, public health expenditure, economic status, and political activity were statistically significant variables. Countries with high unconventional political participation and public health expenditure, mature democracies, and good economic statuses reported good SRH. The effect of political activity disappeared in model 4, but reappeared in model 5. In the analysis on the entire group of 44 countries, social participation was a more robust variable; however, among the OECD countries, unconventional political activity was the more robust variable in the subset analysis.
DISCUSSION
This study explored the effect of civic participation on health by utilizing the multi-level modeling of cross-national data. At the individual level, people who participated in voting and voluntary social associations tended to report better SRH than those who did not participate in these organizations did, after controlling for demographic and socioeconomic variables. This result is similar to those of previous studies, which have Age as a continuous variable. 2 Education was classified into three categories. 3 Income was classified into four categories . 4 Voters consisted of those who had participated in voting. 5 The higher the democracy index, the lower the freedom. † p<0.10, *p<0.05, **p<0.001.
explored the positive association between social participation and voting with better subjective health status [34] [35] [36] [37] [38] . Previous studies have also reported a negative association between political activity and poor SRH as was revealed in our analysis of 44 countries. The US Community Study and England Citizenship Survey used a multi-level model, and also had similar results [13, 34] . One possible explanation for this negative association might be because participation in unconventional political activities typically might require the use of some personal resources. Having to put effort toward organizing a political activity and resisting an existing power structure might negatively influence one's own productivity and/or personal relationships, which may in turn lead to a poor subjective health status [34] . However, this negative effect of political activity on the individual level disappeared in model 5. This attenuation might be because when the democratic status of a country and the amount of public spending for health is generally equal, individual political activity may not harm one's own subjective health status.
In addition, the negative association of political activity with poor SRH became statistically insignificant in the subset analysis of the OECD countries. This result may reflect the idea that developed countries with mature democracies might have decreased personal burden among those who are politically active, and even encourage individual engagement in civic life.
The contextual effects of sociopolitical participation on SRH were also found. In the analysis of the 44 countries, political activity and social participation were significantly associated with good SRH before adjusting for the wealth of the country. However, after including the country's wealth, the percentage Age as a continuous variable. 2 Education was classified into three categories. 3 Income was classified into four categories. 4 Voters consisted of those who had participated in voting. 5 The higher the democracy index, the lower the freedom. † p<0.10, *p<0.05, **p<0.001.
of the total health expenditure, the democracy index, and the percentage of public health expenditure, the GNIpc and democracy index were the only significant factors (p=0.05). The contextual effect of political activity was observed in model 3 only. If the results for social participation are interpreted using a relaxed criterion of p<0.10 indicating significance, then social participation was significant in models 3 to 5.
We may argue that engagement in civic activities has a somewhat positive correlation with health according to our analysis. This result may confirm those of previous studies that investigated participation, which was mostly framed as social capital. In this way, we expect that an active civic society with shared values, norms, and reciprocity would help residents of that society achieve common goals, and this collective effort should lead to a generally good health status among these individuals [11] . In addition, there is evidence that confirms the correlation between social capital (measured as social support and trust) and socioeconomic inequalities in health. This evidence suggests that social capital might buffer and be dependent upon the socioeconomic inequalities in health, and this mechanism may likely apply to the association of direct civic participation and health status found in the present study [39] .
In the subset analysis of the OECD countries, the GNIpc was not a significant factor in model 4, but became a significant factor in model 5. One interpretation of this finding might be that among developed countries, economic wealth can be translated into better health statuses if the level of democracy and public health expenditures are controlled and kept almost equal.
One novel feature of our study is that we added non-conventional political participation as a determinant of health. The positive effect of political activity on health was found significant in several models, mostly those performed in the subset analysis of the OECD countries. In general, social participation was the main significant factor determining SRH in the analysis of the 44 countries, and unconventional political participation was the main significant factor in the analysis of the OECD countries.
The democracy index was significantly associated with SRH in both analyses, but the percentage of public health expenditure was significant in only the subset analysis. Therefore, the SRH status of a country might initially depend on their level of material wealth and freedom, but after a certain degree of economic development, public health spending and political participation seems to be a more important determinant than material wealth and freedom are. This study has several limitations. First, this study cannot determine a causal relationship because of its cross-sectional design. Second, our results might be subject to reverse causality, especially on an individual level. To overcome this limitation, longitudinal data and/or intermediate variables should be considered in future studies. Third, our dependent variable was a subjective measure of health. We tried to distinguish between compositional and contextual effects, so we employed the WVS, which includes an individual measure for civic participation, but the only available measure for health status in the data was SRH. Nevertheless, SRH is widely used as predictor of health and morality. Many other studies have explored the broader spectrum of social determinants of health by using SRH status as a generic measure of health [34, 38, 40] . Fourth we had hoped to utilize several country-level determinants of health that might deter the health status of the country such as the level of social trust [18, 19] , income inequality [17] , type of health care system, and welfare regime [16, 17] , but these variables were not included in our analysis. Despite this limitation, we believe a strength of our study is that we compared civic participation with generally accepted monetary measures associated with health. In addition, unconventional political activities such as civic participation was analyzed.
In conclusion, civic participation may be associated with SRH status at both the individual and country levels. However, future prospective studies should explore the underlying pathways, mechanisms, and associations between civic participation and health.
